The purpose of this article is to present the most important rules of the interview process with the family of a patient who has been diagnosed with brain death. Based on data from the literature and their own clinical experience, the authors also describe the psychological mechanisms that make contact with the family of a potential donor particularly difficult. The paper also discusses successive stages in the process of building contact with the family from the perspective of the dual advocacy approach that, in the light of recent data from the literature, can significantly increase the likelihood of the family's acceptance of organ donation, offering both the specific theoretical foundations as well as the strict principles in regard to the interview. The article contains practical suggestions for dealing with difficulties that can arise at all stages of contact with the family: making contact, providing information, providing information about brain death and talking with the family about organ donation from a deceased relative.
Skills in conducting the interview with the family of a brain-dead donor in regard to requesting and obtaining consent for organ donation are the key aspects of the entire process of transplantation [1] . Family consent permits procurement and transplantation of organs, but it also creates a new perspective for the family in mourning by enabling them to impart a different meaning to the loss that was experienced.
In both the literature and clinical practice, contact with the family of a deceased or still living potential organ donor is considered an a priori, psychologically difficult situation [2] . This assumption is accepted without verification; the situation in which the physician must conduct the interview with the relatives of a brain-dead individual and request their consent for organ donation is considered to be associated with numerous communication-related, ethical and emotional difficulties. Moreover, in many cases, the person who takes responsibility for conducting such an interview is the same person who informed the family about their relative's death, which is an additional hindering factor.
What really makes the situation in question difficult? From the psychological point of view, difficulties related to such situations are based on several feedback mechanisms. Difficulties of a psychological nature can be divided into a) those related to the family, as well as dynamic changes within family structures and relationships, and b) those that are connected with the physician.
The first source of family-related difficulties is the stage of mourning. The family that will be asked to provide consent for organ donation is in a transitional stage, which is only the beginning of the mourning process. In psychology, mourning is defined as a specific long-term process that is aimed at resigning oneself to bereavement, which consists of various stages, such as shock, denial, bargaining and despair [3, 4] . According to the above definition, mourning requires time to experience these emotions, process the loss, make the loss meaningful, and re-organise one's former way of life, taking into account the severity of loss that is experienced.
The second source of family-related difficulties is in regard to the intensity of emotions that are experienced by the family. In many cases, the information about the relative's death is completely surprising (victims of accidents); however, even in situations in which potential donors are hospitalised for a longer time, emotional and cognitive preparation for the information about their death seems highly unlikely from the psychological point of view. The level of the intensity of emotions and the emotional state of family members require that the information being provided by the physician be adequately construed and limit decision-making options.
Another source of difficulty is the specificity of the decision-making processes. According to the theory of the decision-making processes, to make an optimal decision, it is necessary to have time to analyse potential solutions and to cognitively calculate the gain/loss balance. The decision-making process requires cognitive processing that is based on a rational analysis of arguments and should not be determined by emotion-based thinking, which may lead to many mistakes and cognitive distortions [5] .
The three factors that are discussed above make the family interview extremely difficult. The family does not have sufficient time to receive and emotionally and cognitively process the information about their relative's death, which would allow them to incorporate this information into their own internal system of knowledge or to collate the information concerning the request for organ donation consent. Processing of the information about the relative's death is additionally disturbed by strong emotions that hinder comprehension and induce shock, agitation and anger, which leads to activation of potent protective mechanisms, mainly in the form of denial.
Another source of difficulties concerns aspects that are related to the physician who is conducting the family interview and whose specificity is based on the psychological imbalance of the interlocutors' positions. The physician's feeling of this lack of balance results from the fact that the physician is often under the impression that he/she must show initiative at a moment when the family intuitively seems to be separated from others due to an invisible wall of mourning and loss. The essence of this phenomenon is well described in anthropologic analyses: A person in mourning clearly shows his/her state to other people, which means that they should keep away from him/her [6] . Therefore, on the grounds of not only the psychology but also the anthropology of mourning, it is stressed that an instinctive reaction of those who are dealing with mourning individuals is the need to refrain from interference and contact. Experiencing the emotions that are connected to the family's loss is considered an internal and intimate family matter. According to physicians, the only people whose presence is found appropriate during this time are clergymen and psychologists. When the organ donation conversation with the family is necessary, the physician must overcome these impulsive reactions and to face the family's negative emotions. This feeling of imbalance is also based on a common belief, which suggests that the physician is requesting something from the family when the family has just experienced loss and has been deprived of something on the deepest level. In other words, the physician who is requesting organ donation expects it to be a gift from the people who are experiencing loss, which, in some cases (e.g., the death of a child), may be the most severe loss that they have experienced in their life. This conviction leads physicians to feel inadequate, and it creates an awkward situation that the physicians believe they should withdraw from as quickly as possible. It seems that this aspect (this cognitive system that is related to convictions of specialists) often determines the course of these organ donation conversations (in which physicians give up quickly once confronted with the agitated family), which leads to their low effectiveness.
One of the possible solutions to the problem of unsatisfactory numbers of successful interviews is the increasingly common approach of dual advocacy (DA). The term, which has not been translated into Polish yet, can be explained as the protection of the interests of both parties, which is the foundation of such an approach. According to the literature, the most important factors that significantly affect the interview with the potential donor's family are not only family-related aspects (e.g., the nature of previous experiences with the healthcare system, the deceased person's expressed will and emotional states, beliefs and knowledge regarding transplantation) but also medical personnel-related aspects (i.e., the way that the physician conducts the family interview). The literature findings demonstrate that the incidence of depressive and adaptive disorders is higher in family members for whom these conversations were a traumatic experience [2] .
The aim of the present study is to discuss the basic assumptions of the dual advocacy (DA) approach, which is particularly valuable for clinical practice due to its plasticity, specificity and proven effectiveness. Moreover, the DA approach considers the multi-factorial complexity of the situation, which is a personal challenge for both conversation parties and a professional challenge for physicians.
THEORETICAL FRAMEWORK: THE DUAL ADVOCACY APPROACH
The concept of DA was formed by specialists who were involved in the Gift of Life Donor Programme in Philadelphia, which belongs to the region's network of tissue and organ transplantation in the USA [7, 8] . The need for a new, innovative approach to use when contacting families of deceased donors emerged partially from the lack of progress that was being made in increasing the effectiveness of such interviews and partially from two major shortcomings of the interviews that were conducted according to the traditional model that was used by many specialists (i.e., the necessity to protect the potential donor's family and the conviction that the family is well acquainted with issues concerning organ donation) [8, 9] .
The value of the DA approach is determined by the fact that this approach is based on empirical evidence and its effectiveness is demonstrated in research studies, as well as by the specific and precise theoretical framework and management algorithms that decide the cohesion and effectiveness of the model in clinical practice. As opposed to the traditional approach, the physician who is conducting the interview builds contact with the family by acting as an advocate of both parties in the DA model. This conviction determines the process that is used by the specialist, whose task is to protect the interests of the deceased family and the patients (the potential organ recipients) when conducting the interview. The above assumption is based on empirical studies that reveal that individuals who make the decision to donate their relative's organs better and more effectively cope with mourning in the long run [10] .
In practice, this means that the physician must conduct the interview in a way that creates balance between the needs of the family and the needs of the patients who are awaiting transplantation. By encouraging the family during this conversation, the physician helps the family to understand the meaning of organ donation. Moreover, by conducting the conversation in a respectful and empathetic manner and respecting the right of each family to make informed decisions, the physician offers them a unique opportunity to participate in saving someone's life or improving its quality.
The philosophy of the DA approach is based on three fundamental principles, which determine the direction of thinking and action that those who are conducting the family interview take: 1. The majority of people who are given the chance to save someone's life will do it (which has been demonstrated in numerous studies). 2. Organ donation is a right and good decision. 3. The key role of a person who is conducting the family interview is to defend both parties -the potential donor's family and the patients who are awaiting transplantation [7] . Unless requestors who are contacting the family have built their own system of cognitive convictions regarding the idea of transplantation that is based on the three assumptions mentioned above and are fully convinced that requesting organ donation offers the family the opportunity to make unique and exceptional choices, conducting such conversations will always be a procedure that is invariably connected to feelings of strong discomfort.
The DA approach does not negate the fact that the interview with the deceased donor's family is difficult and is associated with numerous difficulties that result from strong emotions or cognitive content, as well as from the unpredictability of reactions due to human nature. Each family system is exceptional; therefore, each conversation with a donor's family is unique. Nevertheless, it is important that each conversation should be well prepared, planned and conducted in consideration of certain stages despite differences and idiosyncratic meanings that families from different social and cultural environments may attribute to the idea of transplantation. Therefore, the authors of the DA approach attempted to create principles and management algorithms that were slightly more precise. Although each conversation is different because each family is unique in dealing with difficult situations, the specialist should assimilate certain rules that can help them avoid basic mistakes and increase their chances of having effective interviews. The effectiveness of interviews is mainly determined by successful consent in regard to organ donation; nevertheless, it is also essential that the family members should feel that their emotions and their final decision (even refusal) were met with understanding and respect after the interview.
STAGES OF BUILDING CONTACT WITH THE FAMILY, ACCORDING TO THE DA APPROACH STAGE 1. PATIENT'S CONDITION
The first stage of communication, which is superior to the remaining ones, enables a physician to build a solid ground for the entire process of communication with the deceased donor's family. The key goal of conducting the interview at this stage is to provide the family with facts about the patient's condition. The physician's role is to explain the patient's condition to the family, highlighting the situation of brain damage and discussing a plan for further management. It is essential that the provision of information be simple, comprehensive and raise no doubts; moreover, the physician should verify the extent to which the provided information has been understood by the family and show support.
Noteworthy:
The quality of contact with the family is positively correlated with the quality of the patient's care from the moment of admission and with future decisions that are made by the family.
Stage 1 is extremely important because proper communication with the family and provision of information will most likely determine the future decision of the family. This is the stage when the emotional and cognitive attitudes of the family towards medical personnel and the physician who is in charge of the patient are moulded. From the perspective of the future acceptance of the donation decision, the above stage is important because according to the laws of social psychology, we are more eager to grant the request of an individual who arouses positive emotions in us. When the family trusts the physician, despite being provided with difficult information about the patient's poor condition, they feel that their emotions are respected and understood and are certain that the physician has done everything possible to improve the patient's condition. In this case, the probability of obtaining consent for organ donation is markedly higher.
STAGE 2. ADVERSE PROGNOSIS
The next stage of communication is to enable the family to get used to the thought of an adverse prognosis. The role of the requestor is to ensure that the potential donor was not neglected and to clearly stress that the patient's condition is deteriorating and the chances that they have to reverse this process are decreasing. To achieve this goal, the physician should again present the stages of management. Similar to the previous stage, it is essential to check the extent to which the provided data have been understood and to be supportive.
STAGE 3. SUSPICION OF BRAIN DEATH
Once the physician is certain that the information about the adverse prognosis is properly understood, the next stage begins. In this stage, facts about brain damage are re-emphasised and the possibility of brain death is underlined. It is worth listing all of the measures that have been taken so far to strengthen the family's conviction that everything possible has been done for their family member from the medical point of view. It is important that the physician stresses that the patient is not in a coma when the possibility of brain death is introduced. Highlighting the difference between these two conditions is crucial. Once this information is provided, the physician should verify that it is understood. When the family does not have any doubts about the information, the procedure of diagnosing brain death should be discussed.
STAGE 4. INFORMATION ABOUT DEATH
This stage of the interview is initiated when all of the examinations that enable the clinical diagnosis of brain death have been completed. Partial data after the completion of the first series of tests should be provided whenever possible. Provision of information slowly over time enables the family to gradually get used to and prepare for the final information about the relative's death. After the second series of examinations (and board-established brain death), the physician should emphasise that the completion of these procedures has revealed the patient's diagnosis of brain death. The provision of specific test results is extremely helpful when explaining brain death because they make the physician's words more reliable, and they enable better understanding and assimilation of the information being received via the auditory modality. Moreover, the family should be given additional time to process this information. Similar to the earlier stages, the physician provides support and verifies the extent to which the information has been understood.
When the conversation about organ donation is to be conducted by the transplant coordinator or another specialist, he/she should be present at each stage of contact with the family. It is advisable that after informing the family about the patient's death, the physician should encourage the family to ask questions and dispel all of their doubts. The information should be provided in a clear manner that demonstrates empathy because the family's reaction largely depends on a) how their close relative's death is going to change their life and b) the way the physician informs them about their relative's death [11] . Once the family has been informed about their relative's death, the word "patient" should be avoided and replaced with "the deceased", which can additionally, albeit less directly, help the family fully realise their relative's death. Practical guidelines to help the family understand brain death are content in Table 1 .
Table 1. Measures to help the family understand brain death -practical guidelines
• When describing brain damage and explaining the phenomenon of brain death, it is advisable to use visual aids (test results, pictures, graphs). These aids should help the family understand and visualise something that they cannot see (one should remember that while looking at the deceased family member, the family mainly trusts their senses -checks for normal skin colour, etc.)
• Once brain death has been established, the term "death" should be used in the interview. The requestor should provide the time of death and stress that the patient is not in a coma. Do not be afraid to use consistently the words "death" and "deceased" to avoid euphemisms and vague terms
• Encourage the family to express doubts and ask questions
• Respect moments of silence during the conversation; do not try to fill them with additional explanations because this introduces undesirable chaos 
STAGE 5. COPING WITH THE LOSS
This is the stage at which the emotional needs of the family are served. Family members should have time to absorb the information about their relative's death and to receive the best possible support from medical personnel. The provision of privacy is relevant, wherever possible, to allow the family to spend some time with other family members. The physician should identify their current basic needs and suggest psychological support if it is needed.
In cases of refusal, the requestor can use several psychological techniques. First, the requestor should ask about the family's reasons for refusal [12] . It is important that these questions be asked in a way that does not make the family feel that they are being forced to explain their decision or find excuses for their decision; this can increase the family's resistance and reluctance to talk and significantly reduces the probability that they may alter their decision. One of the necessary measures is to avoid the word "Why…" Instead, the physician should begin with "Could you give me the reasons for your decision?", "What are the reasons for your decision?", or "People who refuse usually have their definite reasons. I would like to ask about the reasons underlying your decision." When the physician notices any signs of hesitation, he/she should share this with the family and encourage them to specify their doubts. These techniques of conducting the interview usually make the family replace "We do not agree…" with arguments that enable further discussion. This should allow the interlocutor to avoid feeling like the conversation has reached a dead end. Often, when the family members feel that they are not forced or negatively assessed by the requestor or that the requestor is interested in their reasons, they find that further discussion is possible and become more open and susceptible to the arguments that are presented. Moreover, in many cases, their reasons for refusal may result from a lack of knowledge, incorrect beliefs in regard to the issue of transplantation or a lack of confidence in physicians. A well-prepared physician who encourages the family to openly present their opinions [13] can address these issues (Table 2) .
In some cases, the conversations should be conducted separately with individual members of the family. This may be due to the specific dynamics and structure of the family. There may be one person in the family who needs to make the final decision, and he/she is overwhelmed by the emotions of other family members or does not want to express his/her opinion of organ donation in the presence of other family members. Moreover, in some cases, it is advisable to speak separately with the person who is most strongly opposed to organ donation to define his/her role in the family [12] .
The physician who is conducting the interview should aim to finish the conversations when there are no signs of progress, when the family does not have any doubts about their primary decision, or when family demonstrates symptoms of fatigue and loss of empathy.
In the process of decision-making, the interview duration is also important (i.e., the time that the family is given to make the decision). This time allows the family to return to their previous levels of functioning; after this, the provided information can be processed based on facts rather than negative emotions. Regardless of the interview outcome, it is recommended that the physician thanks the
Noteworthy:
The physician should remember that for each family, emotions and feelings related to loss are crucial and not related to the issue of organ procurement.
STAGE 6. INTERVIEW FOR REQUESTING ORGAN DONATION
At this stage, the issue of organ donation is discussed. The interview for requesting organ donation should be clearly separated from information about the patient's condition, the suspicion of brain death and the initiation of examinations that confirm brain death. The physician should consider the family dynamics that are determined by their emotional state and ability to receive information. Throughout this stage, the physician should actively listen and verify the extent to which the information has been understood by encouraging the family to ask questions. Family members should feel that they have the right to and are even encouraged to express all of their doubts. Remember that disregard for even the slightest doubt can impair the family's trust. Limiting the number of family members who are involved in the interview is not recommended; however, it is important to identify the relative who will have a crucial impact on the final decision due to his/her relationship with the deceased.
When the conversation to request organ procurement is being conducted by the transplant coordinator, the physician must make sure that the family understands the relative's death, and then he/she should gradually fade into the background, which allows the coordinator to begin playing an active role.
The physician should not give up after the family's initial refusal because this closes the door to further conversations. The family is unable to make a fully conscious decision when this door is closed, and its members are deprived of the possibility of doing something that would give meaning to their loss. The initial "no" is often an emotional reaction, which may contradict to the family's actual system of beliefs. In cases where the family initially refuses, the requestor should encourage them to postpone making the decision until additional information is provided (e.g., until talking with the transplant coordinator when the interview is conducted by the physician). Table 2 . Possible reasons for organ donation refusal [13] Medical personnel-related:
• Lack of empathy, knowledge, and competence of the physician who is conducting the interview (e.g., exerting pressure or lack of due respect for, care regarding or interest in the family's needs during the first stages of contact)
• Lack of provision of information at each stage of the patient's care (e.g., the family can be surprised by the organ donation request or believe that optimal care was not ensured)
• Inadequate way of providing the information (e.g., lack of clarity, incoherent information, not making sure that the family comprehends the information, not allowing the family to ask questions, lack of understanding)
• The way of providing information about the family member's death lacked empathy
Family-related:
• Lack of knowledge (e.g., fear that additional medical procedures may cause the deceased relative to suffer, lack of knowledge about the influence of organ procurement on funeral arrangements -fear of mutilating the deceased body, lack of knowledge about transplantation status in relation to religious concerns)
• Emotional state of the family (e.g., the feeling of being overwhelmed with emotions and fear that acceptance may cause the remaining family members to suffer)
• Protective mechanisms associated with the initial stage of mourning (e.g., denial and reluctance to realise their family member's death)
• Lack of comprehension in regard to the notion of brain death
• Uncertainty in regard to the actual will of the deceased and the family's opinion (e.g., fears related to the family's reaction)
• Lack of consensus in the family
• The feeling that the physician has not provided relevant information
• Absence of the most important family members during the interview
• Mistrust and negative attitudes towards the hospital and personnel, which can result from current relations and previous negative experiences that are associated with their contact with the health service industry family for their cooperation and expresses his/her condolences for their family member's death once again. When the interview ends with organ donation consent, the physician should stress the efforts that the family has made and the meaning of the family's decision.
RELEVANT GUIDELINES REGARDING ORGAN DONATION INTERVIEWS
Although the DA model is one of the few models that offers the specific guidelines in regard to difficulties that may arise during the family interview and is based on a defined theoretical basis and empirical studies, this model does not provide solutions or forced rules that must be strictly followed, with some exceptions. The authors of the DA approach have emphasised that the interactions with the family during their first stage of mourning are so complex and unpredictable that it is not possible to prepare a guide that can describe and predict all of the interview's possible aspects. The DA model does not attempt to provide rigid guidelines that do not address the changing reality of the family's dynamic dialogue. This model, instead, proposes a way of thinking about organ donation and interpersonal bonds that enables both parties to end the difficult situation of loss with an option that may provide hope and ensure a sense of meaningfulness.
Therefore, in addition to the recommended strategies, the DA approach lists specific factors that the physician who is conducting the interview should consider. These factors are orientation points that define important issues for the family to which the physician should pay special attention before continuing the interview. In some cases, these points can even modify the course of conversation. The factors that are particularly important for the interview include the following: -the level of trust in the interlocutor/personnel, -acceptance of the relative's death, -specificity of family dynamics (e.g., functions of individual family members whose opinions are decisive, opinions of individual family members, family members' attitudes towards the deceased, etc.), -whether the appropriate family members participate in the interview, -the extent of knowledge that the family has on the issue of transplantation and organ donation, -the degree and intensity of emotions that are experienced and expressed, -the level of activity/passivity of the family, which is often dependent on their level of emotions, -cultural and religious issues [8, 9, [14] [15] [16] [17] .
The DA approach stresses that each stage the interview should be conducted in a way that allows the family to feel as though they were given sufficient time to receive and assimilate the information, ask questions and discuss doubts. The issue of organ donation should not be discussed when the physician is not sure whether the family has properly understood the notion of brain death or whether the family has doubts about the relative's death.
Noteworthy:
When requesting organ donation, the physician does not deprive the family of anything, but he/she offers information about the possibility of organ donation as way for the family to obtain meaning in the context of their suffering. The possibility of organ donation should not be depicted as "the final thing that can be done", but it should be described as an unrepeatable privilege.
The interview should be well planned and prepared and cannot be based on the improvising skills of the requestor. Before initiating the conversation, the physician should receive detailed and precise information about the family (including the nature of the family's bonds and the relationships between the present family members), know when and what type of information should be provided at each stage of the interview and decide how to provide information about the relative's death. Moreover, he/she should be able to provide help and support. When the person conducting the interview is not the physician who is in charge of the patient (e.g., the transplant coordinator), he/she is obliged to discuss the content of the conversation with the person who informed the family about the relative's death. Many specialists suggest that the interview should be conducted when the family members are more rested and can better receive and process the information and control their emotions [12] .
Interviews with families should be conducted in settings that ensure comfort, privacy and confidentiality. The language should be adjusted based on the cognitive abilities of the family members, and key information should be expressed delicately, albeit explicitly. The specialist who is conducting the interview should remember that for many families, this subject is new and is being addressed under extremely difficult circumstances. Proper understanding of the information that is being received is also affected by strong emotions (e.g., shock, grief, sorrow or anger), which hinders cognitive processing of the information. Moreover, the knowledge of and the ability to use psychological techniques in this practice are valuable (i.e., active listening, reflecting emotions or paraphrasing). By following the above rules, the professional is able to signal his/her involvement and empathy while ensuring the stability of contact.
It is advisable for the physician to suggest for the family to spend some time with the deceased without the presence of any medical personnel. This will allow individual members of the family to say goodbye to the deceased in ways that are suitable to their needs, habits or religious beliefs.
After leaving the hospital, the family members should feel that their emotions and opinions have been met with acceptance and respect, that their decision about organ donation was made without pressure and that the deceased was treated with respect and dignity throughout the examinations and organ procurement. It is recommended that the physician provides additional support (e.g., suggesting that the family speak with a psychologist or priest and providing detailed information about the institutions that can offer this support).
In our opinion, by following the assumptions of the dual advocacy approach, specialists are able to accept a holistic perspective. Due to this perspective, the specialist who is conducting the interview is in a better situation because his/her actions do not deepen the family's feeling of loss. These actions allow the family to have the privilege and possibility of consenting to organ donation. Building contact with the family, based on the DA approach, means that we do not only focus on the relative's death. We also focus on positive values, such as empathy towards other people, that provide the family with the ability to follow the deceased's will and give meaning to their loss [9] . The requestor is more than a specialist who is following defined procedures; he/she becomes a person who, by providing professional knowledge, enables the family members to express their real potential to do good and facilitates the family's ability to make a decision that is consistent with their values and beliefs. From this perspective, the contact and interview testify to humanity and the sense of togetherness in the face of suffering.
